The care to women's health in pregnancy, childbirth and puerperium has being changing with the development of Brazil's health policies. To discuss the implementation of the changes in perinatal care policy in a capital of the Northeast, analyzing the changes in the care and in organization of health services.
Introduction
The care to women's health in pregnancy, childbirth and puerperium, as well as the child's in the first months of life, has always stood out on the development of Brazil's health policies. In 2011, the Brazilian government launched the Stork Network, a program to qualify the integrated health services for prenatal, childbirth and care to children up to two years old. This program was created through an ordinance and other later regulations with the objectives to: build changes on the care model, focusing on comprehensive health care for women and children up to two years old; organize the care network guaranteeing access, reception and resolubility; and reduce maternal and child mortality with emphasis on its neonatal and maternal component. [1] While building a logical model for the Stork Network, a study identified, in the government documents related to the program, four major problems: the high number of unwanted pregnancies, difficulty of access to a quality prenatal, pregnant women going from hospital to hospital looking for available rooms, inadequate and non-evidence-based practices in labor and birth. [2] The appearance of the Stork Network received important criticism from women related social movements. The term "stork" was associated to the very notion of transportation, an idea of womanhost, which goes against a comprehensive women's health policy and puts aside debates such as decriminalization of abortion, with regard to women's right to their own body, which is a primary discussion for the feminist movement. Otherwise, it was recognized the need for right of access to a quality prenatal and labor, as well as the demand for overcoming the hegemonic obstetric model, seeking a childbirth model that takes each woman's singularities into consideration. [3] The program was organized in four components: prenatal; labor and birth; puerperium and comprehensive care to children; and logistical system: sani-tary transport and regulation. We emphasize access as a central issue in the ordinance that implements the Stork Network, as well to low-risk prenatal and necessary tests and to high-risk prenatal and obstetric emergencies. Furthermore, formalizes the importance to introduce to the pregnant woman her reference maternity to delivery. Regarding the van labor and birth, it is normalized the idea of vacancy for every parturient that seeks a maternity (always vacant), and good practices of labor and birth are reinforced according to the World Health Organization (WHO), such as the guarantee of a companion in labor, birth and puerperium. Also stand out in the ordinance the stimulus to creation of collegiate managers, financing of normal birth centers and houses for pregnant women, babies and mothers, as well as the incentive to articulate the services network of counties, overcoming fragmentation and promoting pacts between the federated entities. [1] Some proposals for the Stork Network, such as changing the hegemonic obstetric model and promoting good obstetric practices, ratifies initiatives launched on the last two decades. The World Health Organization in 1996, published a series of recommendations based on a rating supported by clinical evidence divided in four levels: A) useful practices that must be encouraged; B) harmful or ineffective practices that must be abolished; C) non-evidence-based, which must be used with caution; D) frequently inappropriate. Among the practices that must be encouraged, it could already be found proposals such as the right to a companion of choice, freedom of position and nonsupine position, early contact between mother and baby, privacy and information access for the mother. Among the interventions that must be discouraged, there were episiotomy, supine position, routine intravenous infusion during labor and birth. [4] . The right to a companion, access to childbirth assistance, information about the reference maternity and humanized care had already been included in the Prenatal and Birth Humanization Program (PHPN) published 10 years before, were ratified in the Stork Network. However, in this new programa, was proposed expand the focus of the care beyond the biomedical model, investing in building birthing centers, and also brings recognition to traditional midwives' work, including the provision of kits containing equipment and basic inputs for childbirth assistance. [1, 5] Many of the issues advocated for the promotion of good labor and birth practices have already been incorporated in normalizations and other laws related to the Unified Health System (SUS), but even so, childbirth is hegemonically seen as a biomedical issue and the changes in the care model still face the changes of practices in everyday work. [6] This obstetrical model dispute is not an issue restricted to Brazil, but is present in many countries with their different forms of organization.
The National Institute for Health and Care Excellence (NICE), from the British health system, has recently presented a revision on current evidences about childbirth care, which culminated in, among other matters, the recommendation that low-risk pregnancy women have their childbirth assistance in midwife-led unit or at home, so that they are under lesser risk of unnecessary procedures and interventions. [7] This recommendation has reignited the debate about the best location for labor and birth and about how to restructure the health service networks that currently perform the care for most pregnant women in obstetric centers, as discussed in the comparison between service networks of countries such as the United States and England, the last one already with clear regulations that point to an obstetrical model change. [8] In a study in Canada, with the objective to decrease the rate of caesarean sections, some hospitals, which had caesarean indications audited and incentive to good obstetrical practices, were followed and showed a discreet, but significant reduction of caesarian sections, especially on high-risk pregnancies. [9] In this complex context, in which national policies point to certain care models, though with no established consensus, yet another aspect stands out: out of the eight objectives proposed by the United Nations for the millennium, to be reached between 2000 and 2015, Brazil will reach all but maternal mortality reduction. Although it has decreased, we are still well over the recommended, in great part because of very high rates of caesarians and the illegal practice of abortion. From this perspective, we consider that analyzing the implementation experiences of the Stork Network, in different locations, is a relevant measure in the academic debate that proposes to contribute to overcoming these challenges. In this sense, the present article analyzes the implementation of this program in a capital of the Brazilian Northeast.
The city of João Pessoa, capital of Paraíba, concentrates various resources of perinatal care in the state. It is the main reference in the health region for high-risk prenatal and childbirth, besides being the only reference of the state for some medical subspecialties. The care to low-risk prenatal is done by the 187 Family Health teams, which cover 83% of the population, and by the basic health units that serve the uncovered areas of the city.
[10] The highrisk prenatal occurs in the specialties services, some of which are linked to the hospital network. The normal risk or high-risk childbirths happen in four institutions: Cândida Vargas Institute (ICV), which is the biggest maternity of the state, managed by the county of João Pessoa; Frei Damião Maternity and Edson Ramalho Hospital, managed by the state; and Lauro Wanderley University Hospital (HULW), of the Federal University of Paraíba (UFPB), linked to the federal government.
The Cândida Vargas Institute performs about 650 births every month and, among the other four, is the main establishment for childbirth care. It has a structure for maternal and neonatal intensive care unit, besides being part of the whole policy of national qualification of maternal and child assistance, such as: Kangaroo Method, which qualifies the premature neonate assistance, the Child Friendly Hospital Initiative (IHAC), which stimulates breastfeeding and is a state reference.
In this article we discuss the implementation of the Stork Network Program in João Pessoa, analyzing the transformations related to the organization of the service network. Although the starting point is the components of the Program, these are just initial guides to present the path of the changes identified in the perinatal network in João Pessoa.
Methods
This is a qualitative study, based on the perspective of the in-mundo researcher, the idea that the subject and object of study cannot be separated, that it is necessary to be dirty or contaminated with local reality, and that the study must be built from the demands of multiple subjects/actors in this field [11] . This research analyzes the way in which are produced relations that expand the possibility of developing meetings for care among workers and patients of health services, in which the formal health networks are a relevant but not sufficient aspect.
The analysis on the production of care demanded, among other aspects, comprehension of the formal implantation of the policies of attention normalized by the government, which is the focus of this article. Therefore, we analyzed the implantation of the program in the city of João Pessoa, studying its internal dynamic and comprehending its articulation in the restructuring of the state network. To this end, the field work demanded weekly researching activities in the largest maternity of the city, between May and December of 2015, and occasional moments in other maternities. We did semistructured interviews with municipal managers, the Ministry of Health supporter, professionals and managers of a reference maternity of the city, besides non-structured interviews with patient of the city services. In total, there were 19 interviews, being 2 from doulas, 3 from the nursing team professionals, 4 from management technicians and 8 from patients of the network. We also made a focal group with participants from the doula's group in the city. The record of the interviews and the focal group was done through audio recording. We recorded our experiences in a field diary, creating reflections for analysis.
The interviews and the focal group happened between May and July of 2015. The collected data were systemized following the chronologic criteria of the reported actions, in order to clarify the connections and effects of the activities developed over time, besides being categorized according to the components of the Stork Network Policy to make it easier to compare it to the other experiences reported in the literature. Such components, as previously stated, are: 
Results and Discussion
The analysis of care in the Stork Network in João Pessoa proved to be a challenge due to the complexity of the structuring of the services, the actions and the diversity in experiences that the perinatal care provides and because of the different subjects involved in its construction. In the sections below are the results found in the study regarding the implantation of this network in the referred city, as well as its repercussions on a local level, which may also be seen in Table 1 .
Prenatal
The low-risk pregnant women are followed by primary care units. Even though João Pessoa has a good coverage in primary care, this city has had, over the recent years, deficiency in the medical staff in some units, even with the presence of professionals from federal government program for provisioning of doctors. There are complaints, from doctors of the primary health care, about delay of the necessary exams for low risk pregnancies. So there was identified irregularity in supply of medications.
One of the issues that have advanced after the Stork Network Program was the municipal of the primary care units and the high-risk prenatal services to the reference maternities for childbirth. Despite the references being already established, some flexibility still remained for pregnant women to choose where they would be assisted, especially if they already had a previous positive experience with the service. Although the visit and information about the reference maternity had already been regulated by law in 2007, [12] the organization of the references was only made recently and there still is an incipient disclosure of that to the pregnant women during prenatal. Despite the existence of a reference between the primary care units of João Pessoa and the maternities, it is still uncommon for the low risk pregnant women to be able to visit their delivery place during prenatal. In a recent research about prenatal care in priority cities for reduction of child mortality rates in Legal Amazon and Northeast of Brazil, was identified that only 44.2% of women received instructions about delivery places during prenatal. [13] 
Labor and Birth
There is still no birthing center in João Pessoa, even though projects have been approved by the federal government, but no constructions had started in the city. The birthing centers a with nurse midwifes are a good strategy of the study program to changing the obstetrical care model, considering they would be the place for low risk childbirth and, therefore, there would be a smaller chance of interventions. Another initiative to potentialize changes in the childbirth care model would be to incorporate obstetric nurses midwifes in the obstetric centers of traditional delivery centers for low risk childbirth, creating a collaborative environment and stimulating interdisciplinary work and reduction of unnecessary interventions. Both options seem to be met with resistance by part of medical professionals. The initiatives to stimulate good obstetric practices have been, so far, the creation of courses and workshops for the maternity teams and volunteer doulas program in one maternity.
Even before the Stork Network, professionals of the maternities of Paraíba linked to the Maternities Qualification Plan (PQM) performed, as one of the initiatives to change the obstetrical model, technical visits to excellence humanized delivery centers. A deployment of these visits, as foreseen in the PQM, was an activity of the team came in loco to promote humanized birth, in a sense of following the professionals and managers in the local reality, which happened in the PQM involved maternities of Paraíba. [14] A Brazilian study discuss the collaborative model, in which there is integration between the doctor and the obstetric nurse and, possibly, including other professionals and doulas. The authors propose this model as an alternative to the hegemonic model, from a comparison of maternities in a Brazilian capital, which found a reduction of interventions such as episiotomies, artificial rupture of membranes and an increase in the use of non-pharmacological methods to alleviate pain. [15] A cross-sectional study with low-risk women attended in São Paulo, from 2003 to 2006, concluded that the assistance provided in the birthing centers was performed with fewer interventions and with similar maternal and neonatal results to the hospital results. [16] One of the maternities of the study city has been going through changes with the implementation of the new reception protocol with a risk classification [17] , to hear the women and sort their attendance. A reform was also made to improve the ambience of the place where is made the first consultation. The right to a companion of choice is still an issue in the SUS maternities of João Pessoa. One of the maternities managed to include, in the last few years, a male companion for normal birth, but the others are still restricted to female companions. The presence of the companion in the labor rooms is a recent change and is yet very restricted in surgical centers.
Despite the traditional obstetric model being undeniably hegemonic, there has been a surge of successful experiences in some maternities, with welcoming professional teams that promote good childbirth practices, which have been wielding fine results. Many obstetricians, pediatricians, nurses and technicians have been slowly changing the approach to labor and birth, enabling a respectful care to women and their decisions. These experiences have been gradually growing and gaining room among different professional categories. A very important experience in ICV was the volunteer doulas program, which is currently in 2016 in fourth class. In this program, the doulas act as volunteers in the maternity after completing training. The insertion of the doula, during labor and childbirth, is still a process which deploys some discomforts among members of the team, especially the medical team, but it has been bringing significant changes to childbirth care in the maternity, such as great satisfaction of the women who are accompanied by doulas.
Puerperium and Comprehensive Care to Child Health
Skin-to-skin contact between mother and baby, in the first moments of life, continues to be a challenge for the hospitals in João Pessoa. Right after birth, the local culture that the baby must remain in observation still prevails over contact with the mother. The child is placed beside his mother after birth, but breastfeeding is usually not possible in the first hour of life, as well as the late clamping of the umbilical cord. Rooming mother and baby together is not done from birth on, since the practice to take the baby to the admission room still persists, keeping him away from the mother for a few hours.
The milk banks carries out a breastfeeding promoting work at universities, school, industries, etc. Its perform the training of workers of their reference maternities, as well as campaigns to collect glass jars for breast milk donation at the community. Another action of great impact in child care, since prenatal, was the creation of the Pediatric Cardiology Network of Pernambuco-Paraíba (RCP). The RCP was an initiative of the integration between professionals who assisted children with congenital heart disease in the state. From this articulation, it was established a service where screening of children with heart disease is done through direct integration between 21 maternities that communicate through online conference, which are, together, responsible for 90% of the births in the state's public network. This screening is done though pulse oximetry and the children are accompanied by the pediatric cardiology clinics. Besides, permanent training and education are given to teams who are a part of this network. It is a way to articulate a network of care through their own information and communication technologies and using social networks as a way of communication between doctors of the state, developing actions that range from clinical care to the indication and monitoring of patients with surgery needs, qualifying, at the same time, access and care to children who have cardiovascular problems. From three years of networking, this group organized a bigger assistance front which integrates the Perinatology Network of the State. In this network, the main objective is to capacitate the professionals who work in services with no Intensive Neonatal Care Units, in order to offer an adequate guided assistance. For that purpose, professionals with appropriate technical qualification perform orientation through online shifts, until the child has access to a unit that can meet his needs with a high complexity structure. Thus, the perinatology group acts by avoiding early interruption of pregnancy, with appropriate assistance to the mother and neonate in the labor room, even in places where there is no structure to provide this service, therefore guaranteeing precise information until the transference to a more adequate place and safe, quality transport for the mother and baby. Whenever possible, intra-uterus transportation to an adequate place is prioritized.
Logistical System: Sanitary Transport and Regulation
The Logistical System related actions of the Stork Network have little developed in João Pessoa. The Mobile Emergency Care Service does not have a specific outline for pregnant women and baby transport, despite the attempt of adequacy, with capacitation of the local neonatal reanimation and transportation of newborn under risk team, and the attempt of habilitation. The absence of obstetric state regulation is the main difficulty to the logistical system operation, which causes women in obstetric emergency and threat of premature labor situations to go from one hospital to another looking for a room.
The ICV has a very positive culture of providing care to all the patients who come looking for the service, according to the idea of having always vacancy. However, the fact that there is no regulation for obstetric beds in the state leads to the overcharge of care in the two largest cities of the state.
Conclusions
The network of care for women in pregnancy, labor and puerperium and for children up to two years old has been slowly going through changes in the last few years, partly influenced by the changes in public policies in this area, coordinated by the Ministry of Health, and mainly by qualification, though slow, of the health system on state and municipal levels. Since 1994 there has been an expansion of the number of family health care units in João Pessoa and the qualification of the physical structure of some of them, which is essential to any service network's organization. Regarding perinatal care, the primary care is essential to the monitoring of the pregnant woman, the woman and the newborn under low-risk.
We realize that, in general, there is still an incipient implantation of central aspects of the Stork Network Program in João Pessoa. The fact that the existent projects for birthing centers are still in paper is a symptom that the municipal and state management prioritizes a care model centered in the hospital. Many of the changes in the care model come from the articulation between subjects/actors committed to childbirth humanization. Currently, the neonatal mortality rates are found to be slightly reduced in many regions of Paraíba, including the capital, but there is also a simultaneous growth in maternal mortality rates: the number of maternal deaths in 2015 already equates to the number of these deaths in all of 2014. Establishing a facility for births for low risk women, with higher insertion of obstetric nurses midwifes, and obstetric centers only for high-risk childbirth, would probably represent a significant change in care.
Obstetric violence is still undeniable in Brazil. In general, obstetric violence is understood as various forms of aggression suffered by women, may it be physical or psychological, including episiotomies or unnecessary caesarians, disdain or irony during communication with the patient and not taking her decisions into consideration during the care. Its interesting the quaternary prevention and obstetric violence, stating that the overcoming of the second depends on a change in the biomedical model for prenatal and childbirth; to this end, the quaternary prevention would be the base for participatory development of childbirth plans and social participation in the fight for childbirth humanization. The quaternary prevention, however a highly debated concept in primary care environment, has a signifi-cant approach to good obstetric practices, due to having, in its core, the parsimony to not unnecessarily intervene, recognizing that interventions and procedures can also lead to harm, and going back to one of medicine's essential principles: primun non nocere. [18] The creation of management boards in the maternities and of the state and municipal conductor groups is an important step towards shared management of the policy, which is expected, doubtlessly, to reflect on the relations between managers and professionals and between professionals and patients.
